Background {#Sec1}
==========

One in ten children in developed economies experience emotional, behavioural and other mental health disorders. These disorders have negative impacts on childhood development, academic achievement and social functioning and are associated with subsequent adult mental health difficulties, long-term unemployment and criminal behaviour \[[@CR1]--[@CR3]\]. Parental personality disorder increases the likelihood of child mental health problems and maltreatment. Associated parental problems include increased emotional dysregulation, hostile interpersonal functioning, self-harm and substance misuse \[[@CR4]--[@CR6]\]. Potentially harmful parenting behaviours such as excessive parental control, possessiveness and physical punishment have also been documented \[[@CR7]\] that can interfere with child-parent attachment and undermine parents' capacity to provide children with warm, nurturant and consistent parenting.

Families with complex psychosocial needs are likely to experience poorer outcomes from established parenting programmes based on social learning theory \[[@CR8]--[@CR11]\]. Parental mental health has also been shown to moderate the effectiveness of parenting interventions with families showing less improvement in child problem behaviours at the end of treatment \[[@CR10], [@CR12]\]. Support for families with complex psychosocial needs is often fragmented, not tailored and personalised, and fails to address the interplay between parenting and specific parental emotional and interpersonal functioning \[[@CR13]--[@CR15]\].

The *Helping Families Programme* (HFP) is a modular parenting programme for parents with complex psychosocial needs, including personality disorder \[[@CR16], [@CR17]\]. HFP aims to improve i) child mental health and behavioural problems, ii) parent-child relationships, iii) parental emotion regulation and coping and iv) families' social resources. HFP incorporates validated therapeutic content focussed on parenting, emotional regulation and interpersonal functioning \[[@CR9], [@CR18]--[@CR20]\] with a relational, goal-orientated model of collaborative, therapeutic engagement that reduces parental alienation and stigma \[[@CR16], [@CR21]\]. The intervention delivered individually, offers parenting and self-care strategies and aims to develop a shared understanding between parent and clinician about how parents' emotional and interpersonal difficulties impact on their parenting and the child's functioning.

The qualitative research reported here was conducted in order to inform the design and methodology for a subsequent feasibility RCT of the Helping Families Programme \[[@CR21]\]. The qualitative study sought to (i) examine the parenting and help-seeking experiences of parents affected by personality disorder, (ii) explore the acceptability of HFP to this population, and (iii) refine the protocol for the subsequent pilot RCT.

Method {#Sec2}
======

Design {#Sec3}
------

A qualitative design informed by Interpretative Phenomenological Analysis (IPA) \[[@CR22], [@CR23]\] was used to develop a rich understanding of the subjective lived experiences of participating parents and referring clinicians. IPA's focus on generating meaning and significance from lived experience was important when exploring the acceptability of HFP. Ethical approval was obtained from the NRES Committee London (Camberwell St Giles).

Sites & participants {#Sec4}
--------------------

Participants were recruited from four CAMHS teams in two London NHS trusts. Clinicians were asked to refer parents who were (i) affected by personality disorder, or likely to meet diagnostic criteria, and (ii) had a child (living with them) aged 3--11 years with a behavioural and/or emotional disorder. All referred parents and their referring clinician were eligible for qualitative interview. However, as described elsewhere \[[@CR24]\] we screened for adult personality disorder and child mental disorders respectively, and excluded parents with a psychotic disorder, those in another psychoeducational parenting intervention, and those who's child had a neurodevelopmental disorder or was on a child protection plan. Informed consent was obtained for all qualitative interviews.

Participants {#Sec5}
------------

Five parents (all mothers, three lone parents) and their referring CAMHS clinicians (*n* = 5) participated in the qualitative interviews (i.e. 10 interviews). The sample size is consistent with IPA's ideographic focus and the consensus in the literature on samples of this size \[[@CR25]\]. *All parents either met research diagnoses or had clinical diagnoses of personality disorder (any) and their children met criteria for a behavioural and/or emotional problem. All children had siblings (range 1--2)*.

Interviews {#Sec6}
----------

Separate semi-structured topic guides were developed for the parent and clinician interviews. In line with COREQ guidelines \[[@CR26]\] we note the interviewer (RW) is a White-British female MA graduate, aged \< 30 years, with no clinical responsibility for participants.

The researcher used the topic guides to build rapport and encourage open description of personal experiences \[[@CR23]\] of parenting, help-seeking, their participation in HFP (if applicable) and related research processes \[[@CR22]\]. Data were collected after participants had completed their participation in the case series. Interviews took place within the family home. Parents were given £10 to reimburse their time.

The referring clinicians topic guide explored their experience of working with the parents, and reflections on the parents involvement in the HFP. Clinicians were interviewed in their work place.

Data analysis {#Sec7}
-------------

Interviews were audio-recorded and verbatim transcripts obtained for analysis. Parent and clinician data were initially analysed separately and then triangulated to explore the relationship between their subjective experiences.

Data were analysed using the methods of IPA \[[@CR22], [@CR23]\] and coded at three levels: (i) the researcher familiarised herself with each transcript attaching descriptive codes containing initial observations and reflections to data, (ii) the researcher developed second-level descriptive labels which were then coded and organised into conceptual categories. Interpretations at this analytic stage were intended to capture the subjective value attributed by participants to emerging categories. For example, the theme 'experience of parenthood' incorporated the sub-codes containing emotional responses (e.g. frustration) and parenting behaviours (e.g. seeking support and negative experiences of parenting programmes). (iii) emergent results were subsequently explored and verified in shared meetings between authors (CD and TW) familiar with the transcripts. The codes, categories and themes emerging from the two respondent groups were examined and potential connections explored.

Results were subject to validation with a parent and a clinician participant. These latter procedures resulted in support for the emergent themes.

Results {#Sec8}
=======

Parent themes {#Sec9}
-------------

The experience of parenthood {#Sec10}
----------------------------

Parents reported frequent problematic and distressing interactions with their children and the resulting negative impact on their family life. Parents described difficulties understanding and controlling their child's behaviour."*"\...I'm hitting my head up against a brick wall because I just don't know what else to do." (Parent 3)*"

The daily challenges of a child experiencing difficulties commonly coupled with a feeling of 'helplessness' about how to improve their situation appeared to define participants' experiences of parenthood. Parents often appeared desperate and voiced a willingness to try whatever support was available, despite previous negative experiences of parenting interventions, variously described as 'ineffective', 'inappropriate' or 'patronising'.

Being a parent affected by personality disorder {#Sec11}
-----------------------------------------------

Being a parent affected by personality disorder appeared to mediate many encounters with professionals. Some parents felt judged and blamed by clinicians. Parents felt professionals assumed that a personality disorder diagnosis automatically meant that they would be a *'bad parent'*."*"They were trying to say, 'oh it's down to your parenting, you were this, you were that \.... it's you that has given it to him'... I felt like they were blaming me." (Parent 1)*"

Consequently, parents felt clinicians did not take their parenting experiences seriously, perceived them to be a function of their interpersonal difficulties and therefore felt 'unheard' and unable to communicate their sense of helplessness.

Parents felt they had acquiesce to professional advice and intervention. Although often feeling pessimistic, they felt that they had to accept help offered on the clinicians terms as they would otherwise be seen as uncooperative.

Experience of the intervention {#Sec12}
------------------------------

Despite initial pessimism, after participation in HFP most parents described family life as 'more manageable' and their parenting challenges as 'slightly easier'. Parents' described successfully using various HFP parenting strategies (e.g. boundary setting, use of routines, spending time with the child), reported a greater awareness of the impact of their own parenting behaviour on their child, and expressed more interest and appreciation of their child's own subjective experiences."*"If I'm calmer and settled then obviously he's gonna be a bit more calm and settled." (Parent 1)*"

As a result, parents felt a greater sense of agency in their parenting behaviour, more confidence and an increased sense of hope."*"I can see that it has worked and see the changes." (Parent 2)*"

Qualities of helping {#Sec13}
--------------------

Parents identified two key factors that encouraged their engagement in HFP. Parents attached value to perceived therapist personal qualities such as 'encouraging', 'non-judgemental', 'open', 'honest', 'not patronising' and 'patient'. Parents felt listened to, understood and, as a result, encouraged and more in control. Illustrating this one parent described how session content was adjusted to reflect their personal circumstances and problems:"*"(If) my bipolar (lay description) was really bad or I felt really low and my depression was so bad, it wasn't a matter of 'right okay we've still got to do this' \... (It was) let's put this aside; let's concentrate on what you need' " (Parent 3)*"

These qualities were often described as absent in previous therapeutic interventions from which parents had disengaged.

Clinicians {#Sec14}
----------

Challenges addressing parental need {#Sec15}
-----------------------------------

Clinicians described their challenges in meeting the needs of parents affected by personality disorder whose children had behavioural and emotional problems. Clinicians attributed some of these difficulties to systemic issues of funding, workload and 'high thresholds' in specialist services, and the organisational and cultural separation of CAMHS and adult services."*"\... they're like two different worlds in what we provide." (Clinician 2).*"

Clinicians described the clinical challenges involved. Due to their priority focus on the child's difficulties, at times, they felt that parents' own psychological needs could be overlooked. Clinicians also felt less confident in assessing and managing parent's mental health difficulties. Clinicians questioned the use of conventional parenting programmes for parents affected by personality disorder, voicing concerns about the group formats commonly used in parenting programmes and the potential for this to exacerbate parental emotional and interpersonal difficulties. Nevertheless, ongoing concerns about child and family functioning led clinicians to continue to offer support and intervention despite concerns about its limitations.

Engaging parents in HFP {#Sec16}
-----------------------

Clinicians expressed concern that personality disorder was a pejorative term that may have a detrimental impact on their therapeutic relationship. Citing previous cases when they had discussed personality and interpersonal functioning with parents and encountered defensiveness or disengagement, clinicians expressed reservations about discussing parental personality disorder in relation to HFP. In suggesting parent referral to another service, a clinician described how she had thought particularly carefully about her use of language to avoid the parent feeling blamed."*"I've worked with her for quite a while and I was aware of the pattern that we'd been having in terms of we suggest a service, we get completely shut down \... there's no way she's actually gonna come round to this" (Clinician 1)*"

Limited involvement during HFP {#Sec17}
------------------------------

Referring clinicians often had little contact with parents once they participated in HFP, due to the limited time they had to follow-up families who were not of immediate concern. Consequently, referring clinicians had limited knowledge of the impact of HFP on parents and their children. They were nevertheless positive about its potential value:"*"She's (mother) not got in-touch with me. That's a massive difference." \... " just really for this parent to have someone else to speak to and to understand her \... it's definitely a benefit to her." (Clinician 1)*"

Triangulation of parent and clinician themes {#Sec18}
--------------------------------------------

Parents had negative experiences with previous parenting interventions and clinicians were also aware of this. While parents were willing to participate, they and their referring clinicians felt pessimistic about the potential benefit of HFP prior to engagement.

Parents frequently felt their concerns about their child's difficulties were unheard by previous clinicians. When trying to explain their family difficulties and sense of helplessness, parents felt stigmatised and blamed for their child's problems because of their personality disorder diagnosis. This left parents feeling that their diagnosis 'caused' their children's difficulties and undermined their efforts to obtain suitable help. At the same time, clinicians experienced difficulties in talking openly and effectively with parents affected by personality disorder because they held different views about the nature, cause and understanding of the family difficulties. Resolving these difficulties in ways that heighten parental engagement through a shared understanding was challenging for both parents and clinicians.

Discussion {#Sec19}
==========

Our results provide insight into the experiences of parents affected by personality disorder, and the perspectives of the CAMHS clinicians with whom they work. The sample size, though small, is acceptable for a study using IPA. However, caution should be exercised in generalising the findings to other parents affected by personality disorder and other clinicians within and beyond CAMHS.

Analysis identified two negative parent themes related to (a) their sense of helplessness as parents and their resignation and pessimism about the effectiveness of parenting programmes, and (b) the feeling that clinicians in the past had erroneously attributed their family difficulties to their personality disorder. While parents felt desperate for change, based on past negative experiences, they were sceptical about achieving it through parenting interventions. Clinicians expressed similar doubts. Hence there was a shared ambivalence about the value of participation in the HFP intervention. This highlights the crucial role of sensitive and positive parental engagement and the value of developing tailored interventions designed to meet the needs of this population \[[@CR10]\].

These findings are consistent with studies reporting stigma felt by parents with significant mental health difficulties \[[@CR18]\]. While parenting difficulties may indeed be related to the symptomatic difficulties of the parent \[[@CR5]\], in developing useful clinical formulations, other factors known to contribute to parenting difficulties need to be taken into account such as the child's temperament and their own mental health difficulties \[[@CR10], [@CR27]\], lone parenthood \[[@CR13]\] and social isolation \[[@CR1], [@CR27]\]. A comprehensive, ecological formulation that incorporates risk and resilience factors may provide a more accurate and acceptable basis for a shared understanding of child, parenting and family difficulties than a clinical approach that more narrowly focusses on parental mental health. While cautious interpretation is required, parents who did engage with HFP reported subjectively positive outcomes including changes to their parental behaviour, reflective function and emotional regulation.

Clinical implications {#Sec20}
---------------------

Findings highlight potential barriers to engagement and participation for both parents and referring clinicians. To be successful, programmes such as HFP need to overcome this ambivalence and pessimism by engendering hope and motivation in parents and encouraging clinicians in their referral and gatekeeping roles \[[@CR21]\]. Programmes also need to address the well documented engagement challenges for this population of parents, including underlying feelings of mistrust and difficulties in relating to others that are likely to interfere with building effective a therapeutic alliance \[[@CR15]\].

Parents highlighted the subjective value of clinicians' therapeutic consistency, flexibility, and relationships. These process characteristics may be more difficult to achieve within curricularised, group-based parenting programmes \[[@CR5]\]. Offering tailored, individualised approaches, such as HFP, could give clinicians the opportunity to develop genuine open, shared understanding with parents about their difficulties without implying blame and judgement which become a barrier to treatment \[[@CR21]\]. Additionally, a tailored, individualised approach would also enable the clinician to be flexible to differences in parenting styles across the spectrum of personality disorder diagnoses which, though beyond the scope of this paper, are well documented within the literature \[[@CR7]\].

Research implications {#Sec21}
---------------------

Targeted parenting interventions like HFP need to demonstrate their value to parents and clinicians through clinical outcome research. Though not methodologically robust in themselves, the current findings are consistent with and build upon previously published findings \[[@CR11]\] and support the rationale for the pilot RCT currently in progress.

Our findings have informed recruitment strategies for the pilot RCT, which is recruiting parents with significant interpersonal difficulties rather than requiring parents have a formal research diagnosis of personality disorder. Recruitment will be through clinicians working within adult and child mental health services and social care practitioners. Participant and referring clinician information emphasises HFP's use of a flexible, tailored approach based on individual, home-based delivery. Clinicians in referring teams have been encouraged to use the study's findings to focus on, and showing genuine appreciation of, the difficulties parents face in caring for a child experiencing behavioural and emotional difficulties, rather than the ways in which the parents' own interpersonal difficulties may make parenting challenging, or be the cause of and contribute to their child's difficulties. Clinicians have been encouraged to be sensitive to the possible ambivalence that parents may feel and to openly explore the relative merits of involvement in HFP.

The results presented in this paper are based on small cohort of parents and clinicians which may limit generalisability. Parents supported by adult mental health services may have different perspectives on stigma and the role of diagnosis. The subsequent RCT has recruited parents through social care pathways. This will add further exploration and validation to these initial findings. Additional research methods including ethnography \[[@CR28]\] and conversation analysis \[[@CR29]\] may be useful to understand in greater depth the nature of the interactions between parents and clinicians particularly methods that can increase parent hope and motivation \[[@CR20]\]. Also additional research looking at the trans-generational processes in which parental personality disorder impacts on child development through parenting practices \[[@CR4], [@CR7]\], including the role of child abuse and associated trauma, is required to further inform the intervention. Finally, the research focused on the experience of primary care-givers and help-seekers. The study did not examine the potential impact of a co-parent despite the sample including two-parent families. This is a limitation of the current study given wider evidence shows positive couple relationships are associated with lower levels of maternal stress and more positive parenting \[[@CR21]\].

Conclusions {#Sec22}
===========

This study provides new evidence from parents and referring clinicians about the experience of help seeking, parent-focussed support and participation in parenting interventions for parents with personality disorder. The results have implications for therapeutic engagement and intervention with this population of parents and their children who are at increased risk of poorer family outcomes and low engagement in parenting interventions. In response, changes have been made to HFP referral and recruitment procedures prior to conducting a pilot RCT of the intervention.
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